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1.
Overview of the main pilot

Definition of the CSA


‘An assessment of a doctor’s ability to integrate and apply appropriate clinical, professional, communication and practical skills in general practice’

Integrative skills assessment - tests a doctor’s abilities to gather information and apply learned understanding of disease processes and person-centred care appropriately in a standardised context, making evidence-based decisions, and communicating effectively with patients and colleagues
Purpose of the Main Pilot 

The main pilot of the CSA was run at Scarman House, University of Warwick, between the 18th and 20th September 2006.Its predominant purpose was to establish the reliability of the CSA as part of a licensing process for general practice. In addition it was felt to be an excellent opportunity to trial cases, train assessors, test administrative systems and work with role players. 

Recruitment of Candidates

In the two weeks before the pilot itself there were very significant last minute candidate withdrawals (circa 80) out of the 150 originally expressing intent to attend. A late call for additional GPRs was put out to Deaneries, Course Organisers, Trainers, Examiners and GP Registrars themselves. The response in the closing fortnight was magnificent with the result that around 140 GPRs attended over the three days of testing. The College remains indebted to all pilot candidates who attended and all those who supported them in doing so.

Reliability of the CSA

A wide range of activities was crowded into a few days - assessing, training, case writing, annotating, quality assurance and standard setting. In order to test reliability of the CSA assessors, role players and cases were kept constant for most of the pilot. In addition longer circuits, than envisaged when live, were run in order to complete the allocated assessment time. The pilot's prime aim of assessing around 100 candidates (98 in total) rotating through the same circuit of cases was achieved. In addition 30 new cases were trialed and training needs were clarified. Analysis of main pilot data demonstrated acceptable reliability with an alpha coefficient of 0.88. It is anticipated that reliability will remain acceptable if circuits are reduced to 12 cases plus one trial case 

Experiences of the CSA

For candidates the experience was very positive with many compliments being paid to role players and assessors alike. The simulated clinical experience resonated strongly with the assessment expectations of GP registrars and was broadly welcomed by them Those who observed the main pilot recognised that more could be done as far as the assessor experience (in its broadest sense) is concerned in order to retain enthusiasm and commitment. Clear and important messages emerged from the plenary sessions. 
Key Recommendations

A number of key recommendations, following the main pilot, have been put forward by the CSA operations group subject to approval of the Assessment Group RCGP. These include;

Circuit Length

The number of cases should be reduced to 12 cases per circuit plus one trial case provided pass/fail standards are clarified, assessor selection mechanisms are maintained, assessor training is enhanced, case specific gradings are optimally refined and developments that challenge inter- case and intra-case reliability kept to a minimum. This will considerable enhance CSA feasibility based on two circuits run consecutively on each assessment day. 

Multiple Circuits

The main pilot ran with triple circuit arrangements and proved successful. Significant economies of scale were achieved in terms of management, assessor deployment and training, quality assurance and case exposure. Although considerable preparation went into the three days it was felt by all concerned that multiple circuit arrangements were feasible, and desirable, on an ongoing basis. Multiple circuits particularly will provide flexibility during periods of high candidate demand and allow discrete periods of testing – helpful as far as organisation and standard setting is concerned.

Assessors and Role Player vs. Candidate Rotation

The original concept of an OSCE type arrangement with candidates rotating around rooms was based on the possibility of sophisticated stations including high fidelity simulators being included in CSA test circuits. Subsequent clarification of psychomotor skill assessment timing has placed testing of these aptitudes earlier in the GP training continuum and considerably lessened the requirement for this format within the CSA. 

At the main pilot it was evident that many candidates preferred remaining in one room for the duration of the test (similar to a real surgery). In addition information about stations was passed between candidates in the intervals between stations. This security issue may be difficult to police in real testing situations given the usual corridor arrangements of circuits and would require enhanced invigilation. For these reasons it is felt appropriate to rotate assessor and role players around stations with candidates remaining in their rooms until the end of the test. This format will enable all planned CSA test modalities to be catered for. Existing cases descriptions are easily transferable and will not be compromised by the changes in rotation.  

Following the main pilot a provisional programme for continuing development has been set out for 2006/7.The main tasks include;
Technical Submissions

· full main pilot report and recommendations (including review of case development , domain structures, marking schedules, reliability, assessor training, role player performance, standard setting and organisation)

· preparation for PMETB submission

· detailed programme (and costings) for financial year commencing April 2007

· close liaison with AKT and WPBA in mapping assessment content

Case Preparation

· maintaining case writing progress (170 currently prepared). On target for October 2007 requirement of 240 cases

· further case writing weekend, case hanging meetings and case quality assurance exercises 

· development of Integra system to manage case banking, marks, statistical analysis and feedback on candidate, assessor and role player performance

Assessor Selection and Training

· series of PNA (Potential New Assessor) days with recruitment aimed at securing 200 trained assessors by October 2007

· additional training of assessors prior to full implementation of CSA 

· preparation for CSA training of remaining non CSA trained MRCGP examiners at MRCGP Annual conference March 2007

· development of quality assurance mechanisms 

Role Player

· formulating strategies for managing expected CSA needs with Interact (role player agency) over 2007/8

Summary

The CSA pilot confirmed its reliability in a large scale setting. A series of recommendations have been formulated as part of ongoing development and will be included in the forthcoming PMETB approval submission. Progress to date is on target for test delivery commencing October 2007 subject to unanticipated delays or problems.    
Neil Munro
November 2006

2.
Psychometric Report. 

Preliminary Psychometric Findings
for the Operations Group Meeting
9th November 2006
v081106
INTRODUCTION

1.
This paper is a preliminary summary evaluation of the data collected at the Dry Run pilot delivery of the planned new Clinical Skills Assessment of the nMRCGP at Warwick University on September 18-19-20 2006. The evaluation is preliminary in that not all the available data have yet been assembled and some further data (examination marks, such as MRCGP MCP) are not yet extant.

2.
 In part for understandable practical reasons, not all of the original psychometric requirements for this pilot have been met. In particular: the sample size was lower than expected; the sample of candidates was not drawn so as to ensure its representativeness of those anticipatedly in-frame for the examination; background information on candidates is incomplete; candidates did not all take an AKT or similar complementary test whose marks could be co-related with CSA data; and the combination of assessors/cases/circuits was not held constant over the delivery period. Also, unfortunately, the names of the role-players of each case and circuit were not recorded (though they are currently being sought).

3. 
This means in particular that separating out the role-player (and assessor) variance from the case variance is impractical, and that estimating the likely pass/fail-rate from the main Dry Run data is unreliable. So the results must be treated with caution.

4. 
In an attempt to reduce the consequential inconvenience of these difficulties, an initial “standard-setting” exercise was introduced on the final afternoon. In this, a large sample of the available assessors were asked to observe videos of eight candidate/case encounters from earlier in the Dry Run, delivered at random, and graded these. As we also wished to have some information as to how representative were the candidates at the Dry Run, these assessors also commented on the likely representativeness of the sample of candidates whom they had, as assessors, seen. 

5.
The practical, political and temporal imperatives of the introduction of the nMRCGP CSA exist, however, notwithstanding the above. This report therefore provides an interim report based on the analysis of data collected thus far, and does not dwell further on the difficulties surrounding the data, but rather summarises what can helpfully be concluded as a result of both these data-collection exercises – i.e. to inform further analyses and development of operational activities in the short/medium term.

THE DRY RUN PROPER

CANDIDATES

6. 
98 candidates followed the identical set of cases over the Tuesday (morning, afternoon) and Wednesday (morning). On the three circuits, there were the following numbers for each of these three half days: C1 – 16, 16, 16; C2 – 16, 15, 8; C3 – 7, 4, 0. 

· 43% of the 89 with reported gender were male

· 90% of the 30 reporting their nationality were British

· 58% of 85 responding reported that their medical school had been in the UK

· Candidates reported their year of birth as ranging from 1947 to 1980, mode 1978

· Year of graduation ranged from 1970 to 2003, mode 2001

· Some candidates had already completed their VT (one three years previously), most had not and were on average 7 months away from its completion (range 1 – 24)

· Of the 88 reporting their ethnicity, 48% were white and 36% were Asian

· 93% of 86 responding stated that their undergraduate training had been in English

· Only 2 candidates reported themselves as having passed the MRCGP (both with merit)

· 15 candidates reported that that had already passed all of summative assessment

7.
In the absence of comprehensive background information, see bullet points above, (and any useful data on their ability as measured by another test), we are unable to comment as to the likely representativeness of the group as a whole.

8.
Some missing CSA grade data on individual candidates means that analyses may refer to fewer than 98 individuals; 82 had complete data.

OUTCOMES


9. Two outcomes are reported: 

a) Case Scores – these are a combination of the four grades given to each case, with the overall grade given double weight. Computed as Σ D1-D3score(1-4) + 2 x Overallscore(1-4), they range from 5 (CF = 1, on each) to 20 (CP = 4, on each)

b) Case Grades – the overall grade, alone, on each case, ranging from 1 (CF) to 4 (CP).

Both of these may be expressed as a summated score for the 15 cases as a whole. 
10.
The histogram shows the distribution of totals of candidates’ case scores, expressed as a percentage:
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11.
The mean score was 74.6% (SD = 13.5), range 33% - 97% (possible range 25% - 100%).

12.
The distribution of “overall grades” for each of the fifteen cases is shown below (CF=1, CP=4):
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13.
The relationship between the two aggregated measures is shown in the following scatterplot:
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14.
Domain scores all correlated closely (0.95-0.96) with overall outcomes.

15.
The number of citations of “excellent” ranged from none (58%) to five (two candidates). The number of “serious concerns” was three; these related to three different candidates, and one may have been a recording error. 
16.
Regarding the “lozenge comments”, candidates received from none to seven of any of the comments. The average comments/candidate for each of the 20 comments ranged from 0.03 (#12) to 1.4 (#14), the next most common two being #9 and #16. The total number of comments (#1 - #20) made on individual candidates ranged from nil (14 of the best candidates) to 49 (the worst candidate)

CASES

17. 
Case difficulties as measured by the mean total case scores (and ignoring possible assessor effects) are shown below, together with item-total correlations:

	
	Corrected Item-Total Correlation
	Cronbach's Alpha if Item Deleted
	Mean
	Std. Deviation
	N

	Case 1 
	.515
	.870
	15.55
	4.414
	82

	Case 2 
	.591
	.867
	16.55
	4.266
	82

	Case 3 
	.481
	.872
	17.00
	4.037
	82

	Case 4 
	.527
	.870
	14.61
	4.610
	82

	Case 5 
	.495
	.871
	14.57
	4.967
	82

	Case 6 
	.499
	.871
	14.06
	4.900
	82

	Case 7 
	.515
	.870
	14.71
	4.585
	82

	Case 8 
	.467
	.873
	14.26
	4.626
	82

	Case 9 
	.469
	.872
	14.77
	4.270
	82

	Case 10 
	.600
	.866
	13.67
	5.224
	82

	Case 11 
	.510
	.871
	16.62
	4.468
	82

	Case 12 
	.585
	.868
	15.18
	3.922
	82

	Case 13 
	.582
	.867
	13.24
	5.047
	82

	Case 14 
	.666
	.863
	14.00
	4.874
	82

	Case 15 
	.462
	.873
	15.98
	3.846
	82


Clear differences in case difficulty are apparent, the mean score ranging from 13.24 to 17.00.

18. 
Performance of the cases in terms of item/total performance by candidate octiles, are as follows. 
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19.
These are for all three circuits together. Also inspecting the item total characteristics by circuit and overall, and the octiles by circuit, then the best-performing cases appear to be #14, then #10, #12, #2, #13; the worst are #15, #11, #9, #8 and #3. There are none which item-total correlate at a level where their removal makes the overall alpha better.

ASSESSORS

20.
It is not possible with the number of candidates seen by each assessor to say from this part of the pilot whether the assessors vary substantially in the generosity or severity of their grades, independently of their cases. However, see later.
RELIABILITY

21. 
The reliability of the Dry Run as a whole, combining all circuits over the three half days, and based on the total case score (computed as above) was α = 0.88. Separating by circuit, this calculation of α ranged from 0.84 to 0.90. 

22. 
Based on the overall case grades alone, α = 0.85. Separating by circuit, this calculation of α ranged from 0.83 to 0.88.

23.
Alternate (and in our view misleading) estimates of reliability can be based on the domain scores alone (3 scores per case: α = 0.94) or the domain scores and the overall grade together (4 scores per case: α = 0.96). 

24.
The reliability of the separate domain grades was 0.80 (#1), 0.81 (#2) and 0.88 (#3).

EQUALITY AND DIVERSITY ISSUES

25. 
The initial findings of multivariate analyses suggest that, in this sample, the most important background predictors of success in the test are, in order: graduate of UK medical school; white ethnicity if a foreign medical graduate; and female gender., These findings are not unexpected (see MRCGP Annual Report, although the emergence of significant numbers of white foreign graduates is novel (as very few have appeared in the oMRCGP). 

26.
Overall differences within these variables are shown in the tables below: 
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THE “NUMBER OF CASES” ISSUE AS REGARDS RELIABILITY

27.
Coefficient alpha based on the overall test score is 0.88 (above). Removing the three worst-performing cases from the test reduces this to 0.86 (best case scenario), removing the three best-performing cases from the test reduces it to 0.84 (worst case scenario).

28.
We were also able to calculate an overall test score based on the first twelve cases each candidate saw (to evaluate the concern that, by about their thirteenth case, candidates’ quality of response had fallen off). As the actual cases would have been a different twelve for each candidate, it is impossible to calculate a reliability coefficient. However, one can examine the overall rank ordering of candidates on the basis of the total of the case scores. The correlation between the original score and that based on the first twelve cases is 0.98: this suggests that the additional stations had minimal additional impact.

THE “STANDARD-SETTING EXERCISE”

29. 
As indicated earlier (#4), a “standard-setting” exercise was conducted on the final afternoon. In this, 56 assessors watched videos of eight candidate/case encounters from earlier in the Dry Run, picked at random, and graded these. Total case scores (5-20) awarded by the assessors are shown below:


[image: image36]

30.
The individual grades given to each performance are as follows: 
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31.
These grades demonstrate very large differences amongst the assessors. They are exemplified by Case 4, the range of assessor “scores” awarded being shown as an Annex to this report. The following table shows the range of assessors’ scores awarded to the total of eight cases. This all shows that assessors are having serious difficulties with interpreting and applying the passing level.
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32. 
These assessors also commented on the likely representativeness of the sample of candidates participating in the exercise as a whole.  A quarter thought that they were probably not representative; the remainder thought that they probably were. About 90% of respondents thought themselves to be reasonably familiar with the range of quality of current GP trainees.

33.
When asked to suggest the desirable number of cases which a candidate would need to pass, in their opinion, to achieve success in the CSA as a whole, 51 assessors suggested a range of cases from 7 to 14, with a mean of eleven. They also estimated the likely pass rate from 50% to 85%, mode and mean about 70%. In the main Dry Run sample, a passing standard of twelve cases to be passed would have led to a pass rate of 26%, eleven to 42%, see histogram. A passing level of 70% of candidates would be achieved with a requirement to pass eight stations.
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CONCLUSIONS AND RECOMMENDATIONS

34. 
The CSA works. The reliability of the examination (in classical measurement terms) is good, but not excellent, however. In broad terms, the cases, assessors and role-players all work – though for reasons alluded to above we are unsure exactly where all the sources of imprecision are located.

35.
 We believe that the CSA’s most pressing problem is that of its passing standard which is not yet internalised by the assessors. They are good at discriminating between the good and the bad candidate, but poor at determining at what level to set the pass/fail boundary. We believe that this may be largely because of the operationally imprecise nature of the term “sufficiently safe and proficient to enter independent general practice” and how this should be applied to the individual cases.
36. 
From our observations of the practical arrangements at the Dry Run, it is the opinion of the psychometric consultants that significant loss in robustness has been due to the poor security of the assessment’s practical delivery arrangements. Psychometricians may be thought by others to witter on interminably about their tiresome requirements for a “good test”. But the “independence of test items” is actually crucial to the delivery of an effective one, and they are not independent if candidates make signs at each other in the corridor about the content of the cases. Such breaches of test integrity inevitably impact on reliability (not to mention candidates’ credibility of test precision).

37.
The assessors appear unrealistic in their ambitions for the number of cases which would need to be passed for success in the exam as a whole. 

38. 
The assessment appears not to be treating any candidate groups any differently than do components of the oMRCGP. However, it should be noted that the old examination does not pass all groups equally.

39. Notwithstanding the above, our opinion is that a 15-case assessment is unnecessary, psychometrically, and that 12 cases would suffice, as long as: 
a) The pass/fail standard is clarified and internalised by assessors

b) Selection criteria for new assessors are maintained

c) More thorough training is given to assessors, especially – but not only – to new ones (a couple of hours is entirely inadequate)

d) Cases and case-specific grading criteria are scrutinised to ensure internal consistency

e) There is no attempt to include developments which will – notwithstanding their importance and desirability – work to decrease the inter-case and intra-case consistency (e.g. more “psychomotor” matters, lay marking, within-circuit role-player changes)

40. 
To achieve this end, the outcomes of the individual cases and their grading need to be made very much more robust, as noted above. This is not just as regards what constitutes a better and a worse performance (adjudging which the assessors are quite good), but more about what constitutes passing and not passing behaviour. It is clear to us that assessors have no well-internalised concept of a passing level for the cases. This needs strategic guidance and assessor acceptance before implementation and training.
Fiona Patterson

Richard Wakeford
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Footnote

We ask that the missing data be urgently obtained and the necessary further analyses scheduled, especially so as to estimate: variance due to role-players; the likely relationship between performance on the CSA and the AKT; and pass/fail rates. This is likely to have an important bearing on case development (wrt level/difficulty) and assessor training. 
Annex: 
Case 4 (Peter Hill) in the Standard-Setting Exercise



Grades given by each assessor

	Assessor Ref
	Domain 1 Grade
	Domain 2 Grade
	Domain 3 Grade
	Overall Grade
	Verdict
(Fail Borderline Pass)
	Total "Case Score"
(5 - 20)

	 
	544
	CF
	CF
	CF
	CF
	F
	5

	 
	596
	MF
	CF
	CF
	CF
	F
	6

	 
	618
	CF
	CF
	MF
	CF
	F
	6

	 
	628
	MF
	CF
	CF
	CF
	F
	6

	 
	682
	CF
	CF
	MF
	CF
	F
	6

	 
	854
	CF
	CF
	MF
	CF
	F
	6

	 
	584
	CF
	MF
	MF
	CF
	F
	7

	 
	600
	CF
	CF
	MP
	CF
	F
	7

	 
	674
	CF
	MF
	MF
	CF
	F
	7

	 
	700
	MF
	MF
	CF
	CF
	F
	7

	 
	872
	MF
	MF
	CF
	CF
	F
	7

	 
	638
	MP
	MF
	CF
	CF
	F
	8

	 
	732
	CF
	CF
	CP
	CF
	F
	8

	 
	862
	CF
	MF
	MP
	CF
	F
	8

	 
	668
	CF
	MF
	MF
	MF
	F
	9

	 
	20
	MP
	MF
	CF
	MF
	F
	10

	 
	582
	MF
	CF
	MP
	MF
	B
	10

	 
	624
	CF
	MF
	MP
	MF
	B
	10

	 
	670
	MF
	MF
	MF
	MF
	F
	10

	 
	808
	CF
	MP
	MF
	MF
	F
	10

	 
	814
	MF
	MF
	MF
	MF
	F
	10

	 
	846
	CF
	CP
	CF
	MF
	F
	10

	 
	912
	MP
	MF
	CF
	MF
	F
	10

	 
	412
	MF
	MF
	MP
	MF
	F
	11

	 
	506
	CF
	MP
	MP
	MF
	F
	11

	 
	578
	CF
	MP
	MP
	MF
	F
	11

	 
	706
	MF
	MF
	MP
	MF
	F
	11

	 
	714
	MF
	MP
	MF
	MF
	B
	11

	 
	722
	CF
	MP
	MP
	MF
	F
	11

	 
	790
	MF
	MP
	MF
	MF
	F
	11

	 
	928
	MP
	MF
	MF
	MF
	B
	11

	 
	852
	MF
	MP
	MP
	MF
	B
	12

	 
	888
	CP
	MF
	MF
	MF
	B
	12

	 
	806
	MF
	MF
	MP
	MP
	P
	13

	 
	574
	CP
	MP
	CF
	MP
	B
	14

	 
	694
	CF
	MP
	CP
	MP
	P
	14

	 
	786
	MP
	MP
	MF
	MP
	B
	14

	 
	816
	MP
	MF
	MP
	MP
	P
	14

	 
	918
	MF
	MP
	MP
	MP
	P
	14

	 
	922
	MF
	MP
	MP
	MP
	B
	14

	 
	672
	MP
	MP
	MP
	MP
	P
	15

	 
	746
	MP
	MP
	MP
	MP
	P
	15

	 
	768
	MF
	MP
	CP
	MP
	P
	15

	 
	860
	MF
	MP
	CP
	MP
	P
	15

	 
	576
	MF
	CP
	CP
	MP
	P
	16

	 
	620
	MP
	MP
	CP
	MP
	P
	16

	 
	688
	CP
	MP
	MP
	MP
	P
	16

	 
	720
	MP
	CP
	MP
	MP
	P
	16

	 
	826
	MP
	MP
	CP
	MP
	P
	16

	 
	890
	MP 
	MP
	CP
	MP
	P
	16

	 
	740
	CP
	CP
	MP
	MP
	P
	17

	 
	234
	MP
	CP
	CP
	CP
	P
	19

	 
	718
	MP
	CP
	CP
	CP
	P
	19

	 
	726
	MP
	CP
	CP
	CP
	P
	19

	 
	892
	CP
	CP
	CP
	CP
	P
	20

	 
	898
	CP
	CP
	CP
	CP
	P
	20


3.
The Candidate Experience
Feedback
Exam organisation: The candidates were generally happy with this and no one disagreed with the statement that “I was satisfied with my treatment at the pilot exam”. 

During the pilot we used a power point presentation for the briefing and this was given on 3 occasions by a member of the admin team very effectively. However there was a gradual personalisation of the presentation which led to some messages being different from those intended. There were always questions that needed an assessor to answer.

Cases:  See detailed feedback analysis, which is positive and confirms the messages given at the debrief sessions where the candidates were happy with the format, thought it tested what they do every day and felt it was far preferable to the video. Some said that they would prefer to stay in a surgery for the whole exam.

There was often uncertainty about the briefing and disagreement as to whether more or less was helpful. The other 2 areas that caused concern to the candidates were when to examine the patient and whether to write a proper prescription.

The overall impression from the very interactive, debriefs was one of total acceptance by the candidates that this was a good method of testing and one that they would be happy to take. They thought the length of the exam led to their performing less well in the later cases which was corroborated by the role players.
Feedback to candidates: All candidates received their grades for the 15 cases and a table showing how the cohort performed which they could use to interpret their own marks. They also received an individualised sheet of feedback comments of areas they had done well and areas to work on. For most candidates these were quite detailed and specific. Some candidates may have found difficulty in relating comments to specific cases as they were in free text and not given in case context for security reasons. The feedback boxes on the opscan sheets were not used very frequently and yielded little useful information. Possible reasons for this might be that the assessors were also filling in a free text feedback sheet and that the generic feedback descriptors were all negative. 

Recommendations
· That the length of the exam is reduced to the minimum that is psychometrically sound.

· That we consider the Cases rotating rather than the candidates (this need not rule out fixed stations in the future).

· That we make a briefing video which is played at the briefing to standardise information (the GMC PLAB one is a good example). There will still need to be an assessor there afterwards to answer questions.

· That the briefing addresses the physical examination issue in greater detail.

· That we review the process for giving feedback, possibly developing a set of generic indicators that are both positive and negative (max 24) How these are recorded will depend on the technology used at the final venue.

· That we ask candidates to bring a doctors bag with them which will enable them to use familiar equipment. Anything specialised can be given to them during the case by the assessor. This will make set up much easier.

· That we debate further how much information to make available in the candidate notes and ensure that each case is consistent.

Poor performance
A short term policy was devised for the pilot and provided a useful framework for action in the event of 5 assessors flagging up concerns on 3 candidates. The feedback sheets and marks were reviewed and in the case of 1 candidate 3 cases were observed by 2 other assessors (SR and MB) to add evidence. All 3 candidates received slightly fuller feedback with suggestions for improvement and the suggestion that they shared the feedback with their trainer. The third candidate who was viewed on video during the standard setting was felt to be of such significant concern that the Dean was contacted after discussion with senior college officials. The feedback was welcomed by the Dean but there were concerns that the candidate had expected this to be confidential.

Recommendations
· That the college develop a policy for use in the event of the identification of poor performance that is used across the 3 modules of nMRCGP.

· That this policy be made public and available on the website for candidates so that they are aware that their Deanery or the GMC could be notified of concerns.
· That the policy, when and how to use it should be part of the assessor training programme in more detail than we have hitherto had time for.
Sue Rendel and Amar Rughani
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4.
The Assessor Experience
Training Session for CSA Trainers and Assessors, Main pilot

September, 2006, Warwick University

The purpose of this report is to describe the training processes that took place immediately before the September CSA “ Dry Run”, bearing in mind the PMETB quality assurance quality control and assessment systems guidance (1 August 2005) 

Some of the questions posed by PMETB Principle 6 (Assessors / examiners will be recruited against criteria for performing the tasks they undertake) will be answered e.g.
Assessors 
How are assessors trained? Is there an ongoing development programme for assessors? How is inter-rater consistency measured? What is the procedure for evaluating assessors? 

Feedback 
What feedback is provided for assessors on their assessment performance?

The training time was split into two. On the Sunday afternoon, there would be

Training of CSA Trainers; on the Monday morning there would be Training of CSA Assessors. The groups to be trained were all taken from the existing MRCGP Panel of Examiners. The group size was limited to the numbers required for the 3 CSA pilot circuits, plus 6 extra to pilot QA processes at the same time. The total number present was 52, excluding CSA Ops Group members.

	MRCGP Examiners to be trained as CSA Trainers (9)


	CSA Trainers from May pre-pilot (9)



	Pauline Hernandez

Robin Simpson

Rhona Knight

Daryl Goodwin

Colan Robinson

Tony Robinson

Adrian Freeman 

Mary Nichols

Bob Mortimer
	Ruby Watt

Richard Jones

Kate Neden

Peter Burrows

Alan Fortune

Mark Coombe

Anwar Khan 

John Wrout,

Lorna Tapper-Jones


	MRCGP Examiners to be trained as CSA assessors(34)
	

	Nicholas Foreman

Richard Withnall

Jeremy Stupple

Philip Clayton

Alan McCubbin

Helen Hall

Gareth Parry Jones

Judith Neaves

Pip Pettit

Doug Dare

Gill North

Ian Hamer

Jenny Lebus 

Jim Bartlett 

Margaret Chambers 

Ann Hardman

Peter Wilkes
	Keith Steele

Pippa Stables

Hilary Cassels

Trish Berry

Craig Kelly

Nadim Fazlani

Greg Crowley

Judith Rees

Chris Elfes

Peter Newton

Sue Love

Paul Wilson

Nick Harding 

Johnathan Cobb

Pat Tate

Melanie Whitehorn 

Mike Jeffries




Sunday (afternoon) 17th September 2006: Training of the Trainers

Existing MRCGP panel examiners were invited to this training session.  They were taken from the list of those who had expressed interest in becoming CSA trainers, but for whom there was not enough room at the May pre-pilot. As before, the group comprised examiners with a higher than average level of knowledge and experience in assessment. Most of the remaining Simulated Surgery Core Group members were included, others had facilitated a CSA group at the March 2006 Examiners Conference, or had considerable experience of OSCE and training in consultation skills.

Objectives of the Training Session

· Gaining further experience with grading cases, becoming more familiar with the grading domains and their descriptors 

· Being familiar with the grades and their descriptors

· Discussing and reviewing the main issues that these raise for examiners 

· Training the trainers of the large group of CSA assessors

· Revision of training of existing CSA Trainers wrt new domains and new domain and overall grades

· Allowing Trainers from May pre-pilot to practice their skills 

· Developing training protocols 

· Fostering leadership skills

The session was led by MLD, supported by RW. AR, SR, and NM acted as CSA resources for the group.

The participant group was split into three. Each group had a mixture of trainers from the May Pre-pilot, and assessors to be trained. New Trainers would play a key role in leading the small group work, each supported by an existing Trainer. Groups were as follows:
	Leaders in each of the two sessions
	Contributors

	Group A

Case 1 (SR Ops)

Daryl Goodwin*

Richard Jones
	Case 2 

Pauline Hernandez

Robin Simpson* 
	Ruby Watt

Alan Fortune 

	Group B

Case 1(NM Ops)

Colan Robinson* 

Mark Coombe
	Case 2

Mary Nichols

Tony Robinson*
	John Wrout

 Kate Neden 

	Group C

Case 1 (AR Ops)

Bob Mortimer*

Anwar Khan
	Case 2

Adrian Freeman*

Rhona Knight 
	Lorna Tapper-Jones 

Peter Burrows 




* = new Trainer to lead the session

The briefing for the half-day covered the schedule and the paperwork, the changes to the revised domain marking scheme and the grading descriptors, the rationale for these changes, and the introduction on the “Excellent” and “Serious Concerns” boxes.

The whole group then watched a DVD of two candidate examples of a case.  Participants marked the candidates independently. The results of the domain and overall grades being as follows: (results awaited).
The large group discussion that followed raised a number of key issues about the case, the case-specific marking schedule, and the level of candidate performance expected. Some problems around language barriers between candidate and role-player were also discussed. The case (probable urticaria) was felt to be an insufficient challenge to allow decisions to be made about safe independent practice.

The group then split into the 3 small groups to work on one case in each group, view more cases, identifying any difficulties with the grading or domain descriptors. The material used had been collected from the cases from the May pre-pilot, and had been categorised into differing candidate performance (by MC and RJ). Group leaders were instructed to choose a borderline candidate from the DVD supplied, where possible. 

During the small group sessions, the new Trainers took turns to adopt the teaching/leader role within the group.  An existing Trainer was nominated as secondary Leader, whose function was to support and guide, as well as feed back to the new Trainer on his/her teaching/leadership skills. Other group members had attended a separate briefing session before the morning started, and took turns to role-play the “difficult learner”, adopting a checklist approach, having a hobby horse, criticising the system etc. The group was encouraged to think about the teaching skills demonstrated and to give verbal feedback on those seen. CSA Ops group members were on hand to act as a resource.

Within the small group, participants again marked independently, comparing grades at the end, and justifying their decisions. The results of the domain and overall grades being as follows: (results awaited).
Following this, all participants completed a reflective diary sheet, focusing on achievements, difficulties, learning needs, and key lessons. Group leaders completed feedback forms on domains, grade descriptors (results awaited).
At the plenary review, the groups fed back their findings through the nominated group leaders (MC, RJ, AK). Ideas and problems were discussed and collected on a flip chart. (results awaited).
RW then informed the group about the standard setting procedures that would take place on the Wednesday afternoon, so that they were prepared for questions about this from assessors.

Feedback from the Reflective sheets for CSA training session

Key points from these were: 

· Assessors felt that during the training session to become CSA trainers, the objectives had largely been met

· They found the small group work and using DVDs of cases for discussion particularly useful

· They felt they could have had more time to learn about materials and background to the assessment in order to explain the process/paperwork

· The paperwork would have been better colour-coded

· Good cases that worked, and had been properly piloted, are necessary training materials

· This format worked for training other experienced examiners. To train de novo assessors will take much longer.

· Familiarisation with the paperwork and adequate time for preparation is important.
The plenary session focused on challenges for training, including those of less experienced assessors from outside the current exam Panel. Key points were:

· Experienced assessors need at least a further day's training, preferably near a to going live

· Non- panel examiners, i.e. new assessors, need at least 2 days training, and the format and style need to be adapted to their level and requirements

· Inadequate training puts the reliability of the exam in jeopardy 

· More cases and candidate examples need to be available on DVD for training, including more examples of borderline candidate's. DVD examples of good cases need to be available to CSA trainers on case-specific discs

· The CSA cases need to be further refined including their marking schedules. If these are unclear, assessors and trainers will not be able to agree on the behaviours they should be rewarding 

· There needs to be clear agreement and understanding of the term “safe independent practice”, and both existing examiners and new assessors must have a clear idea of the standard expected of candidates

· CSA Trainers need more time together as a group to review training materials, and discuss alternative methods of training
Monday (morning) 18th September 2006: Training the Assessors

The remaining participants arrived for an 8.30am overall exam briefing session on the Monday morning. 

Training began promptly at 9am. The format was modelled on that of the previous day, to ensure that the new CSA Trainers felt familiar and confident with the process. A question and answer session demonstrated the enthusiasm for examiners to understand and input into the process. Ideas were collected on a flipchart. The large group viewing of CSA case brought up similar issues to those of the previous day, as well as the question of standards and standard setting. They group was divided into 7 smaller groups for training

	A
	B
	C
	D
	E
	F
	G

	Trainers

	Richard Jones

Rhona Knight

Tony Robinson


	Peter Burrows

Robin Simpson


	Alan Fortune

Adrian Freeman

Pauline Hernandez


	Mark Coombe

Colan Robinson

Kamila 


	Daryl Goodwin

Anwar Khan 

Mary Nichols


	Ruby Watt

John Wrout


	Bob Mortimer

Kate Neden

Lorna Tapper-Jones

	Assessors

	Johnathan Cobb

Nick Harding 

Sue Love

Pat Tate 

Paul Wilson
	Trish Berry

Philip Clayton

Nicholas Foreman

Jeremy Stupple

Richard Withnall
	Helen Hall

Alan McCubbin

Judith Neaves

Gareth Parry Jones

Pip Pettit
	Doug Dare

Ian Hamer

Jenny Lebus 

Gill North 


	Margaret Chambers

Greg Crowley

Nadim Fazlani

Ann Hardman

Peter Wilkes
	Jim Bartlett

Hilary Cassels

Judith Rees 

Pippa Stables

Keith Steele


	Chris Elfes

Mike Jeffries

Craig Kelly 

Peter Newton

Melanie Whitehorn


The large group viewing 2 candidate examples of a CSA case as before. A different case was used- that of a patient with a 3 day history of cough, but additional nocturnal symptoms. This showed some significant discrepancies in grading, in part explained by cueing from the role-player (normal chest sounds, PEFR 650) that led the candidate to believe that asthma was an unlikely diagnosis.

The 7 small groups were to view 2 cases each, though technical difficulties with the DVDs not working prevented many groups from looking at the 2nd case.

This exercise led into the assessor training plenary taking feedback from the leaders of the small groups. The training session finished promptly at 1200pm, to allow time for the newly trained assessors to sextet with role players to clarify details on their individual cases.

Issues from the plenary session: (results awaited).
Evaluation forms for the training session were distributed to all members of the assessor group, the results of which are shown in full below.

Feedback about CSA Training sessions

The following is a summary of written and verbal feedback from the training sessions immediately prior to the September pilot

Time spent on training

· Training was too time-pressured - we need time to see more candidates.

· Half a day of training time is too little - a day is more realistic to get good quality assessors to

· More time during training would enable expiration of subtle influences from language/culture etc

· Adequate time is needed to deal with problems/problem group members

· More time will be needed for training non-panel members; extra time is needed to develop, identify and remedy problems
Issues that need to be addressed during training

· What is the threshold for passing? Agreement re competence and safe practice? 

· What constitutes acceptable? Level needs to be agreed: membership vs independent practice.

· Awareness of influence of 1st impression. Influence of poor domain performance on overall grade. 

· Individual and national variations in opinions re good practice

Materials for training

· Differing candidate performance on DVD are needed for training purposes

· Borderline cases in particular should be available to be looked at

· The DVD didn’t work – one needs to find cases quickly on them

· DVDs sticking. Difficulty looking at generic and case specific descriptors at the same time 

· Whole case notes would be better, rather than simply role player briefing and marking schedule

· Cases may be too complex (for 10 minutes) other things get in the way of the nub. Nub not clear. Understanding nub important to increase concordance.

· Some scenarios not very realistic. Wide spread of marks despite agreement on certain areas 

Issues for CSA trainers

· Trainers need advanced preparation with DVD and paperwork (possibly send this out in advance to trainers)

· They also need to have time as a group together to develop new approaches

· There is a need for more trainer preparation to really understand marking and to ensure trainers have a consistent approach

· The ratio should be no more than 1 trainer : 6 learners to allow time for discussion, seek justification of marks, and encourage quiet group members to contribute
Assessor Feedback on Training for CSA Trainer Sessions
Thinking as a CSA trainer, what outcomes did you hope to achieve during the training session? Did you achieve these? What worked well?
· Wanted to be clearer about the marking standards and criteria. Discovered that both are still evolving. Did begin to understand the 3 domains (had found them very overlapping previously)
· Outcomes to make clear the salient points of CSA clear. E.G. concentrate on pass/fail/border, don’t rank order etc. It is a work in progress and to do their best. 
· Understanding more about the assessment process – having the opportunity to use the modified marking clinic with 3 domains. Yes, working in small groups, DVD.
· FAMILIARITY with process. Experience of leading group work.
· To understand the CSA marking criteria i.e. generic and case specific grade descriptors. To understand the CSA process. To understand standard setting in CSA context.
· Familiarity with the paperwork and process. Concordance of marking. I believe so.
· More familiar with refined domains, clearer re paperwork.
· Familiarity with use of new domains.
Were there any problems or issues that you have identified in your role as a trainer? What could you do differently next time? Who or what could help?

· I didn’t get time to do any ‘leading’
· No problem with role but obviously it may be easier to train with more answers, e.g. do we weight domains, the overall pass rate etc.
· Paperwork! Indexing or colour coding may be helpful if faced with similar amount.
· Awkward plant was interesting! I started trying to persuade her through using group but when she was fixed in her ideas realised would have to ‘park’
· Time constraints
· One of the DVD’s didn’t work properly.
· Was playing awkward group member – good to see how I was dealt with.
· Time to complete tasks. Importance of paperwork 
Did you deal with any problems that arose effectively? If not, how could this have been done? 
· Did not answer 

· Yes 

· Yes

· May have realized earlier that parking a good option

· See above

· I hope so – we tried twice to mark what we had seen.

· N/A

· We were not involved
Have you got a ‘key lesson’ for people who are going to be training assessors for the nMRCGP CSA that you have learned today?

· You need to know the background of the trainees. If they haven’t got educational/small group, leading experience they will be at a disadvantage. Also, lack of understanding about the exam will make it hard to start up from fresh very quickly.

· Explain clearly at start of the process; admit to areas of uncertainty and development, emphasis importance of pass/fail decision.

· Time to explain what’s what in paperwork – familiarisation important.

· I was training other experienced examiners. To train de novo assessors would take much longer. Uses of process, assessment, decision making, referencing.

· Simplify the task as much as possible – i.e. 3 domains and 4 grade descriptors. Use general grade descriptors only as reference.

· Not really

· Preparation and understanding of domains. Watch time management.

· Preparation is key.
Is there anything you have learned about teaching/learning generally in the CSA training session? What professional development activities might you seek to remedy this?

· It needs a lot more time to do well

· No – just do more

· Time in smaller groups working with live material invaluable – particularly for calibration type discussion.

· That experienced assessors learn quickly

· Good case testing essential

· The session seemed to work well, but the ‘learners’ were very experienced assessors. 
Abbreviated Overall Training Programme
1300
Lunch

1400
Briefings of Group Leaders and Contributors re roles in Training session

1430
Briefing and questions (Led by MLD): Psychometric rationale for changes to domains and marking schemes (RW). The revised domain descriptors (AR). Excellent and Serious Concerns boxes (SR)

1445
Whole group watch and grade a case, 2 candidate examples viewed; agreement between individual gradings.

1530 Tea

1545 
Split into 3 small groups: work on one case in each group, identifying any difficulties with the grading or domain descriptors. 
1615
Review one candidate example of the second DVD case, justify grades given, and seek avenues to consensus. Deal with problem group members as necessary. 

1630
Group leaders review own progress in pairs, and identify lessons learned. Contributors join the respective pairs to give feedback on the training delivered 

1615
Plenary review, groups feedback findings (MC, RJ, AK lead, RW/MLD collate). Sharing ideas and problems, and getting recommendations, views on next day’s training

1715
Standard setting procedures in the CSA; Wednesday’s standard setting activity (RW)

1730
Questions and answers/final discussion 

1800
Close

Monday (morning) 18th September 2006: Training the Assessors

0730
Breakfast

0830
Assessor Briefing 


Briefing on the pilot exam day (CSA Ops group, exam admin)

0900
Assessors read/refresh memory on paperwork; training begins- overall 
briefing 

0915
Large group viewing of CSA case

0945
Small groups assemble 7 groups: work on cases 

1030
Small group work on second DVD case.

1100
Coffee break

1130
Assessor training plenary review in large group 

1200 
Role players and assessors sextet to clarify details on cases
Mei-Ling Denney
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5.
The Role-player experience

Feedback: Obtained at a post pilot debriefing meeting and from RP feedback forms.

Interact were very happy with both the pilot and case writing weekend. They have had positive feedback from Role Players and management re all aspects of working with the RCGP. As a result of analyzing their own feedback forms they have made some constructive suggestions, mostly about case writing and training for assessors, including calibration sessions and how to gather information from RPs. In general they would like more specific guidance to help improve consistency especially around the emotional level to be used during the role-play. In response to questions about how well the assessors treated the RPs and the candidates there were no adverse comments at all and many used words such as respect, courtesy, professional, dedicated. There were significant differences in how much the assessor asked the role player for information afterwards. 

Observation of a calibration session by Ian Jessop raised some concerns about the structure of this. 3 different approaches seen from 3 assessors and some groups not keen on role-playing.

Issues were raised around physical signs in RPs. Interact are not keen on assessors examining RPs prior to the circuit as it might affect the working relationship. Examination by a senior examiner might be acceptable but may be too time consuming with 3 circuits. RPs would be happy to fill in an inventory of physical characteristics and known medical problems to aid casting.

Feedback from the RPs indicates that, like the assessors, they found the circuits too long and the format of the pilot, with very short lunch breaks, tiring. They also found delays frustrating and needed more information about what was happening. It will be important to pay attention to role players’ comfort e.g. Readily available water etc.

The QA pilot run on RPs by MLD is reported elsewhere. A recurrent finding was that the opening statement was not consistent, the importance of this needs to be incorporated into training and calibration sessions. A significant number of the few negative comments, also raised by an assessor, relate to 1 RP who was easily identified by Interact and they will review whether he is suitable for further training. 
Recommendations:

· Case-notes: a) Include in the RP briefing a ‘Do’s and Don’ts’ box summarising   opening statement, cueing, How to respond when etc, as an Aide memoir to RPs of salient points. They feel this might help standardise RP performances. Ensure the RP receives the Candidates briefing.

· b) Include in Assessors briefing any questions that might help clarify how the consultation went for the RP. These could be standardised at calibration, to ensure each assessor obtains the same level of information from the RP

· c) Interact suggested having a panel of experienced RPs who could revise the relevant parts of a case after the pilot. Could possibly do 15 a day each.

· Props and equipment; Need to develop a wardrobe of props and clothes as not all RPs would have what is asked for e.g. supermarket uniform, Shalwar Kameez 

· Recommend having an RCGP staff member responsible for sorting this and acquiring medical equipment needed.

· Investigate someone to do stage makeup for birthmarks and moles etc. Currently the technician at PLAB does this for their exam and this works well and can be standardised quite easily.

· Record keeping of RPs to be kept as per Integra system. Interact will notify the office of the RPs names the week before so that they can be entered in the system. They can then be allocated to a start circuit and provided the RPs rotate in a standard way they can be tracked throughout the day.

· Training issues for RPs and Assessors:

· DVD’s Derek will look at quality of those obtained at the pilot and then possibly use an extra station to make exemplars at the next case pilot session.

· Review of calibration instructions so that they are more explicit and detailed
· Training in calibration to be included for assessors and RPs in their initial training sessions. Make a video of calibration using Sim Surg in December to work with at next training session.

· Decide how much weight is to be given to RP views on the consultation, this might differ for each case, and incorporate guidance on this in assessor training and in the case notes.

· QA Build on the work done by MLD at the pilot and refine a system that includes Interact’s own QA. Observation of consistency will be easier with simultaneous circuits and RP swapping. The frequency of QA needs to be discussed. There could be an ongoing system of sampling.
· Role-player support: It might be useful to have a specifically nominated member of the admin staff to support RPs, ensuring they are informed about delays and changes and have water etc available. The practicality of this will be determined by the numbers of staff and the venue. Hopefully in the real exam the start times will be adhered to more strictly.
Training 

General

After selection there should be a mandatory half day general training session for the CSA. Interact will draw up a training plan to include, purpose and place of CSA in GP education, case records, calibration, watching DVDs of various cases e.g. high emotion, low emotion, discuss cueing etc. 

The potential impact of emotional content or physical examination needs to be explored in this session.

There will need to be an experienced assessor trainer present at each of these sessions.

Each RP will be asked to sign a video release form and fill in a physical signs inventory.

Case specific training could be delivered through exemplar DVDs, possibly web-based, and at the calibration session. Possibly have special training session for all RPs likely to be playing high impact emotional or physical cases.
Sue Rendel.

November 2006

6.
The Cases





1. Case performance

Candidates’ experience:

Thirty cases were themselves piloted as a sub section task of the main pilot. They were run as two sets of 15 cases, picked from the early part of the case bank inventory (i.e. from amongst the first cases written for the CSA in the period Nov 05 – Feb 06.) The method of case selection will be described below, but each ‘set’ of cases was organised so that it represented a range of clinical contexts, of equal numbers for either gender, a paediatric or young adolescent case, and at least one case that represented a ‘diversity’ scenario.

Preparation of these cases took 4 clinicians half a day each to review, update the marking schedule, detail the props and role players needed etc. Partly this was due to the early production of the cases, before the marking schedule had been decided, and to the inexperience of case writers – we would hope that later cases will need less preparation, but highlight the need for a system of checking cases prior to running them (i.e. even thought the case has been written by two case-writers and checked by their cell group leader, it is not ready to run). There is also a need for this activity to make sure cases remain up to date and a proposal is given later for the infrastructure of case writing/preparation.

Candidates largely felt that the assessment content was ‘fair’ (63 agreed versus 8 disagreed), and that it was realistic (69 vs. 7). They thought it represented British general practice (63 vs. 8), and was a good test of their communication skills (66 vs. 5). 53 vs. 16 thought it enabled them to show their skills and abilities, and 60 thought the equipment and environment provided was good. Interestingly, candidates still viewed this assessment as being a better showcase for their communication skills rather than their problem solving abilities (only 23 vs. 48 thought it showed the latter), some commented that this format did not illustrate the multiple morbidity commonly seen in general practice, or the ability to show continuity of care although this may be a criticism of the cases rather than the format. (There is also the issue of the CSA being part of a larger assessment, and that contexts such as continuity of care are better assessed elsewhere in the Workplace Based Assessment.)
The table below shows candidate opinion on the realism and difficulty of each case for one of the case selection circuits used in the pilot. It gives an indication of the spread of clinical contexts of the cases picked.
(We have deliberately withheld clinical details of the cases piloted to preserve security of the case-bank – but it is available on request.)
Selection One:

	Case
	Realistic
	Not realistic
	Too easy
	Straight forward
	Moderately difficult
	Very difficult

	1. Neurological
	35
	4
	0
	15
	23
	2

	2. Respiratory


	34
	6
	0
	19
	17
	2

	3. Cancer care


	37
	1
	0
	17
	21
	1

	4.Rheumatology


	30
	8
	1
	8
	24
	6

	5. Neurological


	36
	3
	2
	17
	19
	0

	6. Respiratory


	31
	3
	0
	5
	24
	7

	7. Eye problems


	31
	8
	3
	9
	20
	3

	8. Endocrinology


	38
	1
	0
	4
	26
	7

	9. Sexual health


	38
	1
	1
	17
	18
	2

	10. CVD


	38
	1
	1
	17
	17
	2

	11. Paediatrics


	24
	11
	0
	3
	14
	20

	12. Health promotion 

	21
	10
	0
	7
	17
	8

	13. Care of older adults 
	34
	1
	0
	9
	19
	5

	14. Dermatology

	22
	10
	0
	3
	12
	19

	15. Mental Health  

	31
	6
	1
	4
	12
	18


Candidates perceived the cases as asking about knowledge of different presentations for common symptoms and diagnostic skills, negotiating and communication skills, ability to pick up ‘red flag’ symptoms and excluding sinister causes of illness, dealing with uncertainty, eliciting patient concerns and providing explanations and reassurance where appropriate.  This correlates well with the domains that we intended to test as identified in the generic descriptor framework. For the appropriate cases, they identified breaking bad news or talking about sensitive issues, management skills and clinical practical skills in examination as being important.

The problems reported by candidates included looking for hidden agendas, uncertainty about what the case was asking for or how far any clinical examination should be conducted, occasional (rare) comments on the unsuitability of the role player for the case, and the lack of tools normally available for clinicians to manage cases in primary care (for example, the absence of a PSA protocol, or a mini mental examination proforma). Candidates wondered if any paperwork they produced, such as prescriptions, blood test requests etc, would also be marked. They also wondered if they would need to detail such investigations to the ‘patient’ so that the assessor could accurately mark their intentions. Assessment of difficulty appeared to be based on either the clinical context being considered unusual or uncommon, or challenging.
Assessors’ experience:

Most of the assessors thought the cases had good face validity, and were realistic and feasible to run in the 10 minute time slot. They felt that the cases presented a good level of challenge, and covered important topics in general practice. The marking schedules were generally able to distinguish between good and bad candidates, but some mentioned that clinical physical examination could feature more prominently in some of the cases (assessors had, in some instances altered their case so that physical examination was not needed as they were worried the case could not be finished in time). Some marking schedules needed more detail, and the ‘nub’ of the case needed to be made very clear so that assessors could pick up the case and mark it more easily.

The case calibration exercise held with all markers and role players for a particular case before the start of the assessment was deemed vital by all participants (and the observers), to standardise the case across all circuits and to discuss the focus of the marking. One of the observers suggested that this calibration exercise should have a named chairperson to make sure the guidelines are followed smoothly and this has been incorporated into the guidance.

Following experience from a case, where a candidate appeared to ‘find’ a previously unknown physical sign in one of the role players, it has been pointed out by one of the assessors (and incorporated into the calibration guidance), that role players having an examination during the assessment should be checked by the assessor first, to make sure that there are no extraneous physical signs (e.g. moles, scars etc) that could mislead a candidate, or result in distress to the role player (we have in the past had a role player with self harm scars on her forearms).

There was a good deal of discussion on the word pictures that guide the marking schedule – particularly for the ‘marginal pass’ and ‘marginal fail’ grades. In particular the expression ‘safe independent clinical practice’ caused a great deal of discussion, as well as the thought processes involved in making a global judgement that was informed by the domain marks for the case. To try to improve the description of both these concepts we have been consulting with the assessors by email, collating their ideas and suggestions and hope to be able to put together a better description of what we mean by ‘safe, independent clinical practice’ as well as the steps an assessor takes to deciding on a global score for their case.

Role players’ experience:

We found the role players’ comments both on the cases they were role playing and on the case writing process very informative and helpful. They were generally very positive about the quality of cases they had experienced to date. 

Role players asked for more details on their cases, in particular the background detail of their cases’ characters. This helps them to play the case more realistically.

Administrators’ experience:

The administrators found case preparation for the pilot complicated and long winded. Electronic case banking should reduce this workload considerably, as it will become easier to search for cases, print off sections of cases for different purposes, and to keep lists of props, role player types needed, etc.

The lack of clinical background meant that lists of props could become confusing – for example the list contained both patella hammers and tendon hammers! Starting with a props wardrobe of nil meant that finding items such as wheelchairs, oxygen cylinders etc was difficult, as well as acquiring large numbers of BNFs and sphygmomanometers. Assessors very generously loaned us their own equipment, but in the future we cannot rely on this providence. One way out would be to ask candidates to bring their own equipment (a standard ‘Doctors’ Bag’), and then to provide specific equipment required by the case. The logistics of this would depend on whether the candidate moves from room to room (OSCE style), or the case moves (Simulated Surgery style).

Case performance:

Data analysis of case performance by Fiona Patterson and Richard Wakeford is described elsewhere in this document, but it would appear that on factor analysis some cases performed differently. However the causes for this are not known as yet and individual cases will need to be looked at in detail. Looking at the overall case performance, none of the cases performed badly – i.e. there were none where their removal from the overall calculation of alpha made the overall result better. Looking at the octile charts for each case, which show how many candidates passed in each octile of the case, some cases were insufficiently discriminating in terms of separating candidates of different ability. In addition to looking at case performance, and case ability to distinguish passing from failing candidates, we will also need to construct some type of ‘difficulty index’ for each case so that we can try to select case palettes of equivalent difficulty for each assessment that is run. Some of the index can be derived from candidate and assessor opinions of the case, and some from statistical comparisons between cases. This will need further work as we have not come across this concept elsewhere.


2. Case selection and case banking
A number of assessors and observers asked about the method used to select cases for the two circuits of the pilot. Within the CSA Ops group, we had been discussing a case selection grid since January 2006, and various models had been proposed. However, with the alterations to the marking schedule made in June/July 2006, the grids previously discussed were difficult to use – for example, all the cases were now being assessed on ‘patient centred care’ and this no longer needed to be one of the variables. The cases for the pilot were selected largely in chronological order of their production, and the selection was tweaked so that there would be roughly equal numbers of male and female cases, one or two diversity cases and at least one paediatric case in each selection. At face value, the two selections appeared to carry some validity, and assessors commented on the importance and range of the cases being piloted.

However, for the purposes of the live CSA, a case selection grid does need to be agreed. The principles of designing such a grid have been previously discussed, and also discussed with Integra, the software company that is designing the software for the CSA case bank. It should prove fairly easy to electronically tag all cases in the bank so that they can be searched for according to a selection algorithm, and then final tweaking can take place manually from a selection of cases found by the system. We would anticipate selecting a new set of cases for each day the CSA is running, although up to 1/3 of the cases may be repeated within the previous 2 week period. We would also anticipate being able to make these selections well in advance of the circuits, so that role players can be found, assessors can be primed and props etc can be made ready.


We have taken the prototype case selection grid to the case writing group, to ask more widely for opinions from experienced clinicians and assessors, for the most important variables to select cases from. The grid shown below reflects these consultations, and needs agreement and ratification by the CSA Ops group before being passed to Integra for software development.

A recent meeting has been held with Integra, at which the case banking specifications were discussed and agreed in full. The integration of case storage with the whole assessment process was discussed, as well as security and access issues, and its links with other parts of the College electronic network. It was agreed that the electronic versions of the CSA blueprint and the updated case banking specification would be sent to Integra. We have also agreed to send Integra a list of the basic statistical actions required of the marking data to be incorporated into the software.

3. Case piloting

Piloting fresh cases continues to be a problem for the CSA. We have piloted 10 cases at the pre-pilot, and 30 at the pilot. Preparation of cases for piloting is time consuming and requires clinical input (it cannot be done by admin staff alone). Piloting the cases has so far been done in conjunction with piloting the whole process, and piloting the training of CSA assessors.

We have learnt from the pilots so far that this is a vital part of the preparation of cases for the CSA. We are planning to have at least 240-250 cases ready by October 2007, and therefore over 200 more cases will need to be piloted in the next 11 months.  We feel that piloting a case need only be done 5-6 times to gather enough information on its feasibility and running. Therefore, it should be possible to pilot many more cases at any one sitting. However, these sittings need to be budgeted. One opportunity will be the Examiners’ conference in March 2007, others could be at PNA days (selecting new assessors for the CSA), but would require getting GP registrars together to act as ‘candidates’. It is likely that we will still need another 2-3 day major pilot to be able to process the rest of the cases in time for October. Once the assessment begins, we will be aiming to pilot one new case per circuit on an ongoing basis so the need for stand alone case piloting sessions will cease.
4. Case writing


The first case writing weekend has been successfully completed, and we are currently receiving large numbers of new cases for the case bank. The format of the weekend appeared to work well generally, and the case writing weekend report is available for further details.

The following case writing infrastructure is proposed as a way of streamlining the complex process of generating, quality assuring, piloting and updating cases.

a) Case writing residential weekends. All case writers should be included in these weekends, whose purpose is largely to generate a large numbers of new cases, as well as training and inducting new case writers and developing the case writing process itself. The case writers work in writing pairs, within 4 cell groups, each of which has a designated leader. Each pair produces 4 cases per day, resulting in 8 cases per pair for the weekend. Weekends held every six months at Warwick or somewhere similar (for 25 pairs) should generate the numbers of new cases needed to keep the CSA afloat. A small number of role players will be required on the second day to aid the writing process. This group will need admin support, but will not require admin attendance at meetings.

b) Case ‘hanging’ committee.  Made up of 6 members, this committee will meet for one day, 3 months after every residential case writing weekend to consider the new cases sent in, decide on their suitability for the CSA as guided by the blueprint and generic case specification  and check the categories they should be registered under for case banking. All new cases will pass through this group for vetting prior to being piloted. Following piloting, cases pass to the case reviewers’ group. One of the members of this group will be a lay member. This group will need admin support, including attendance at meetings.

c) Case reviewers and quality assurers.  A group of 10 experienced case writers, whose purpose is to review cases in the bank on a rolling basis, updating them, refining them using the evaluation received from assessors, role players and case performance data, and creating new cases out of old ones. They would review cases following their first pilot, to make sure the case was fit for purpose for the CSA. This group will also need to meet 6 monthly, for one day at the College. It is anticipated that each member would bring along 10 existing cases from the case bank, that had been worked up in advance, and working in pairs, would update 20 cases per pair (100 cases in one day). Working again in pairs, each pair would either suggest ways of making new cases from the old ones they have reviewed for the main case writing group to work on, or would write them up themselves. Payment for new cases would be at the going rate of one days’ pay per 3 cases for each member of the pair. This group will need admin support to keep them supplied with cases and other CSA materials.

d) Case quality assurance. Case writing development, overall performance of cases, spread of cases and blueprinting etc remains the responsibility of the designated CSA Ops group member(s).

e) Administrative support. As detailed above, and also for case banking and case maintenance. We estimate this will require at least one full time member of staff, who will also collect props for cases, liaise with the role player agency and deal with queries relating to cases from assessors etc. Also responsible with the CSA Ops gp member for a yearly report to the exam board on case writing and case maintenance.

5. Recommendations

· Continue case writing weekends on a 6 monthly basis

· Case hanging committee, 6 people for 1 day every 6 months

· Case reviewers meeting, 10 people for 1 day every 6 months

· Administration support – 1 full time member of staff.

· Case piloting sessions prior to ‘go live’ in October 2007.

· Ongoing electronic case writing at home at the current rates of £340 per 3 cases for each of a pair of writers, with some extra remuneration for cell group leaders for their time in checking and collating cases from their groups.

Appended below (on following page), is the CSA Case-selection grid.
Kamila Hawthorne and Amar Rughani
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Clinical Skills Assessment
Case Selection Grid

	Clinical Skills Assessment
Case Selection Blueprint
	Case features and specification

	Primary system or area of disease

(
	Age mix (e.g. 1 child, 2 older persons)
	Gender mix 

(aprox 50:50)
	Clinical practical skills (3 cases)
	Acute/chronic

50:50
	1 – 2 cases Undifferentiated/ 1-2  multiple pathology 
	Diversity (principally culture, disability.  occasionally religion and sexual orientation)   2-3 cases 
	Difficulty index(no more than 3 low and 3 high-level of difficulty)
	Marker question (s)

(used for QA)

	CVS
	
	
	
	
	
	
	
	

	Respiratory
	
	
	
	
	
	
	
	

	Neurological/ Psychiatric
	
	
	
	
	
	
	
	

	Musculo-skeletal
	
	
	
	
	
	
	
	

	Endocrine/ Oncological
	
	
	
	
	
	
	
	

	Eye/ ENT/ Skin
	
	
	
	
	
	
	
	

	Men/ Women/ Sexual Health
	
	
	
	
	
	
	
	

	Renal/ urological
	
	
	
	
	
	
	
	

	Gastro-intestinal
	
	
	
	
	
	
	
	

	Infectious diseases
	
	
	
	
	
	
	
	

	+ Other clinical contexts 
	
	
	
	
	
	
	
	


7.
The Organisational Experience




Venue; location and organisation

Scarman House at the University of Warwick has been used by the College on many occasions for MRCGP video marking and latterly for the annual Examiners’ Conference.  This venue was chosen for the pilot (because more suitable venues in Cambridge were unavailable)   as it combines accommodation facilities for participants which can also be used for CSA circuits, with conference facilities needed to run parallel development workshops.  The relative accessibility of the venue was also an attractive benefit.  The actual pilot experience of this venue can be summed up into positive and negative factors, as outlined below:

Venue - positive factors

· Front desk staff were always courteous and helpful, despite frequent last-minute demands due to our flexible/changing itinerary

· The catering was of a good standard.  The catering staff were found be very flexible when last minute increases were made to those staying for lunch

· The printing/photocopying & computer facilities were very convenient and always available

· The meeting rooms, including meeting technology, generally worked well.  Last minute demands for video players were chased up immediately.

Venue - negative factors 

· The distance between circuits/bedrooms and meeting rooms was further away than was ideal.  Several of the older role-players became disorientated and exhausted from the constant travelling back and forth.  This walking also took up valuable time and meant that it was difficult to locate anybody due to the maze-like nature of the venue. 

· It is questionable whether bedrooms are suitable for use as testing stations for national licensing examinations particularly when some of the rooms still had personal belongings left in them, and unmade beds!  Some of the assessors/role-players also grumbled (although quietly) about whether it was fair to invade their private space each day.

· As the stations were also bedrooms, it was difficult to get occupants out of them by 8am.  There was not enough time for set-up of 3 x 16 station circuits (including layout of door signs, candidate & role-player instructions, assessor documentation and props) before the start of the assessment each day.  Attempts to leave the set-up overnight were also unsuccessful, as items were often moved and therefore had to often be completely re-done the next morning anyway.

· It was difficult to provide water to all assessors and role-players.  There was no space in the corridors for water machines, and no time to provide all rooms with water.  The corridors were also extremely hot and airless.

The bedroom cleaning staff were clearly not aware of the arrangements agreed with the conference co-ordinators or of the possibility of slippage in our timetable.  Towards the conclusion of the final circuits (which were running late) on Wednesday, an RCGP staff member was verbally abused by a Scarman House cleaning team manager who had threatened to walk into the stations and call off the examination (which was due to finish in 10 minutes anyway) as they needed to service the rooms urgently.  This is clearly unacceptable, especially considering that the conference staff were aware of our timetable, not to mention the scale of the RCGP’s ongoing custom.

Recruitment of candidates
This area certainly provided us all with a few headaches.  2 months out from the pilot we had over 150 candidates promised to us by deaneries, however 3 weeks out only 80 were able to confirm.  As we had hoped for 150 candidates at minimum, this was a big issue.  However, due to the prodigious efforts of staff, Ops group members and favours from our assessor and deanery friends, 3 days prior to the pilot we had managed to rally 156 candidates from all over the UK.  With no-shows, we were very lucky to get 141 candidates attending in total, including extras that were called in the night before assessments!  We are eternally grateful for the support of all involved in helping us meeting our candidate requirements.  Obviously, without candidates, we would have had no pilot!

Running of circuits
This was more complex than anticipated due to the flexible/ad-hoc nature of the pilot.  As a consequence of the unreliability of candidate participation, activities were planned for remunerated assessors and role-players to utilise our resources to maximum benefit (and to avoid boredom of assessors/role-players from sitting around for long periods of time).  This meant that often circuits were halved, or even quartered, with spare assessors and role-players pulled out to do other activities at the last moment.  The compliance and forbearance of both assessors and role-players was very much appreciated.

Although all highly useful activities, the demands of these, and other pre-planned activities, meant that operational personnel were stretched to capacity.  This meant that there really was not enough time to properly review the marshalling of the circuits prior to running.  Although there were rotation schedules for the candidates, the rotation of candidates during the first session was done the opposite way to the plan.  The confusion came from the planned rotation being opposite to what is done in the Simulated Surgery.  However, this was quickly resolved.  

Cameras were also used to film a selection of cases, assessors and role-players.  To reduce costs, 8 cameras were rotated around the stations on 2 of the circuits.  In order to get the full selection of recordings, these hired cameras were rotated between breaks.  This was a very fiddly job as not only did the cameras need to be moved and re-positioned, but they all needed to be refocused as well.  As well as the significant effort to those involved, moving the equipment caused failures in recordings as well. A permanent venue with fixed cameras would help us to avoid much of these issues in the future. 

Paperwork
As described above, there were many parallel activities taking place during the pilot.  To support these activities, there was an inevitably large volume of paperwork.  Documentation for planned activities was sent into the office by operational group members for printing, collating and couriering to Scarman House by pre-agreed timelines.  The unplanned activities proved a little harder to manage paperwork for, but luckily we were able to utilise Scarman House’s excellent facilities for printing and photocopying, and had the services of dedicated staff and operational group members to pull large amounts of paperwork together at very short notice.  However, this did lead to very long hours (14 hours being worked by some individuals on one day), which would certainly not be sustainable in the longer term.

With all involved keen to take away as much from the pilot as possible, the paperwork included a very large number of different types of feedback sheets, gathering data on every element of the pilot from every participant.  Post-pilot collation of feedback sheets has taken 2 RCGP staff members 5 ½ weeks (each).  This is equivalent to 11 35 hour weeks.  With such a great amount of admin resource expended over this task, for future planning, it would be wise to review the collated feedback and assess whether this was all useful and worthwhile. Another focus for the future might be to urge assessors to be more careful with the legibility of their hand-writing. Additionally, it would be helpful to have overall agreement, in advance, of the priorities for the return of collated feedback

Marking schedules
Also, as it was candidates, rather than assessors, who rotated around the circuits, it was impossible to collect marking sheets from assessors during the two minute gap between stations.  Therefore, our soonest opportunity to ensure that we were not missing any marking schedules was when we put the next session’s op-scan and feedback sheets in the folders.  The sorting and checking of the used documentation from each session (3 circuits x 16 candidates x 15 live stations) took some time, hence there was an inevitable delay (potentially problematic) before we were able to search for any documentation.  We were extremely lucky that we did not have issues with lost paperwork this time, but with this set-up, this is potentially a big risk area for the future, particularly considering this is a licensing examination.
Recommendations  

· That a review of the collated feedback documentation is done.  

· Bedroom accommodation should be used for testing stations from ‘go-live’ as an absolute last resort.

· There should be water dispensers/bottles in areas easily accessible to assessors, role-players and candidates during the examination.

· Any new interim venue will need fixed cameras in place in every station.  It would be good to investigate the functionality of wall-mounted cameras, which could then be moved to the college’s built-for-purpose venue.

· The use of walkie-talkies for use by staff/marshals should be considered if the CSA is to be run at a venue as large as Scarman House.

· That a list of data required by psychometricians and ops group members is agreed well in advance of the next development event. 

· That Sim Surg marshalling templates be adapted for use next time.  Marshalls are obviously more familiar with these documents, plus they are tried and tested.

· That ‘lead’ marshals from each circuit are at candidate briefings and introduced to them so that they know who to go to with problems, and that the candidates should be lead in a PLAB-style line-up to the relevant circuit.  This line-up process should also be practiced.  Sue has offered to write a marshal’s job description to make this clearer.

· That we avoid having to rely on deaneries for this number of trainees in future development activities.  If we do need to use trainees, it would also be useful to check with people like Sarah Robinson (NOSA Manager) to find out what times of year we should avoid planning these events.
Overall
· This was a massive organizational event with numerous objectives and stakeholders, and therefore, challenges.  Although it was a huge amount of work operationally, it was undeniably an incredibly useful learning experience, with much insight gained particularly around site and paperwork management and venue requirements.  With the input of dedicated CSA participants, we were able to achieve our objectives, and even enjoy the experience!
Rachel McLeod and James Clark

2nd November 2006

8.
The Observer Experience
Over the course of the three days, we were lucky enough to have some keen observers, who came along to cast their knowledgeable eyes over proceedings. There follows transcriptions of their responses to the ‘visitors feedback form’. They have been kept separate and individual so as not to lose an idea of the backgrounds from which each set of observations is taken.

Date:  Monday 18/9/06

Name of Visitor: Graeme Walker (Registrar observer) 

Cases observed during visit (please list by clinical context):

Two Respiratory, Mental Health and Neurological cases, one Urological, Health Promotion, Minor Illness, and Paediatric case (10 cases in all),  
Processes observed during visit:

· Briefings – candidate, role player, assessor
· Calibration exercises 

· Debriefings/feedback sessions 

Overall impression of assessment:

Realistic, good range of cases and seemed representative of real general practice 

Very impressed overall with the exam structure, but I have some concerns about the potential for examiner variability in marking

What went well?

Candidates seemed to enjoy it (although not real exam!)

Great actors 

What did not go so well?

Candidates felt there was too much variability in the quality of information provided prior to consultations. Some had a few lines while others had 2 pages. It might be an idea to restrict the briefing to less than one page. 

Specific comments on the assessment:

Important to keep registrars well informed about process of quality assurance and reliability so that they have confidence in the exam. Use RCGP publications, web site etc. to provide info about how the exam is designed and evidence for it. Assessment criteria are appropriate and concise enough to be understood, while allowing for flexibility for many types of cases

Suggestions for improvement:

Some candidates were unsure about exactly what they were being assessed for e.g. history taking, management plan, and communication. This needs to be made very clear to them. Perhaps it is best to stress that they are being assessed for the consultation in its entirety as if it were real life and publishing marking schedule outline.

Case Evaluation

Were the cases representative of British general Practice? 
Yes.
Were the cases realistic?
Yes – excellent acting. As realistic as possible given the limitations of venue and logistics 

Did the cases run smoothly? 
Yes.
Did the case focus and marking schedule appear to be aligned?

There is a danger that subtle differences in the way the case is portrayed may not be picked up by the assessor, who could have a fairly ingrained idea of the case from familiarity with it. Strict pass/fail criteria often seem difficult to impose.

Could a good candidate shine in the cases you saw? 
Yes.
Could this assessment distinguish between a failing (i.e. not competent to practice safely independently in British general practice) and a passing candidate? Difficult to be sure. The pressure of the exam may cause uncharacteristic behaviour, but on the other hand it allows a more objective assessment to be made than could be made by a trainer in practice. 

How were the cases played by the role player?

· Your own opinions on this

Excellent role players, very realistic.

· Standardisation issues

Dependent on good briefing

· Cueing/giving information unasked

I did not identify any problems here, but clearly it is important for role-players to be well briefed.

Any further comments on the cases, the circuits or the process of the assessment…

Very important for assessors to be aware of the stress that candidates are under, and that they may therefore make mistakes they would not normally make. They may be tired from travelling to the exam and the exam itself is more exhausting than a usual surgery. For this reason it may be appropriate to allow for a couple of failed station and still overall pass the candidate.

2 minute break between cases seems about right.

I am slightly concerned at potential for candidates to focus on a different aspect of the consultation that is being assessed. There may be potential for a really good consultation to be scored poorly if it dose not fit exactly to the marking schedule. E.g. in a sore throat/BMI station, a candidate focus on sore throat/ help-seeking behaviour aspects rather than obesity – important to ensure there is flexibility to allow good marks for a variety of approaches.

Some candidates felt 16 stations is too much. General feeling of people I spoke to was that 12-14 might be best.
Date: Tuesday 19/09/06

Name of visitor: Andrew Wilson

Cases observed during visit (please list by clinical context): All

Processes observed during visit:

· Briefings 

· Calibration exercises 

· Debriefings/feedback sessions 

Overall impression of the assessment:

Excellent. Ran really well.

What went well?

Cases were realistic. Genuine “Integrated” assessment. High fidelity, action realistic

What did not go so well?

Confusion re examinations- how much to do for real. Confusion with candidates and assessors. 

Could be exhausting for assessors, very intense + number of cases

Specific comments on the assessment:

Need to clarify skills. If it is “integrated counselling skills” it needs to be clear. 

Need to change cases, for assessors, ideally twice a day. 

Suggestions for improvement

Candidates put off by coming into actors room. 

Switch to moving actors, assessors to fixed candidates. 

Need an acknowledgment of merit/excellent
Name of visitor: David Sales

Cases observed during visit (please list by clinical context): Cardiovascular (x2), Contraception, Metabolic, Women’s Health, Men’s Health, and Sexual Health.
Processes observed during visit:

· Briefings- candidate/assessor
· Calibration exercises 

· Debriefings/feedback sessions

Overall impression of the assessment:

Everything I hoped it would be. Clinical components do permeate stations but could do more still!
What went well? 

Well organised by PMT and Ops group

Role players excellent

Candidate’s very game
What did not go so well?

Tight timetable, possibly insufficient reflective down time, but understand why (assessors mentioned this)

Specific comments on the assessment

Need to balance individual diets re content

Domains seemed to work well.

Suggestions for improvements:

Well done to the whole team 

Candidate instructions: You are a …GP in a ….Practice and have not met the patient previously.

Signpost cases
Case Evaluation

Were the cases representative of British General Practise?

Yes.
Were the cases realistic?

Yes.

Did the cases run smoothly?

Yes.
Did the case focus and marking schedule appear to be aligned?

Yes.
Could a good candidate shine in the cases you saw? 
Yes

Could this assessment distinguish between a failing (i.e. not competent to practice safely independently in British general practice) and a passing candidate?
Safely needs word description- ? Level STI 2-3? 
How were the cases played by the role player?

· Your own opinions on this

Accurately 

· Standardisation issues

Yes

· Cueing/giving information unasked

Tendency to cue if candidates unforthcoming

Name of Visitor: Nav Chana

Cases observed during visit (please list by clinical context): 
Neurological, Dermatology, ENT, Respiratory cases, some watched twice.
Processes observed during visit:

· Briefings- candidates/ role player/ assessor
· Calibration exercises

· Debriefings/ feedback sessions

Overall impression of the assessment:

Excellent effort to get this off the ground

What went well?

I like the integrated domains

Specification of requirements

Briefings / feedback discussion all very good
What did not go well?

Lack of clinical examination in some cases

Candidate presented with the findings

Suggestions for improvement:

Sample more cases (shorter) with time frame

Concerned assessors to annotate observations whilst observing to help formulate judgements

Case Evaluation

Were the cases representative of British General Practise?

Yes.
Were the cases realistic?

But see below

Could a good candidate shine in the cases you saw? 
Yes.
How were the cases played by the role player?

· Your own opinions on this

· Standardisation issues

· Cueing/giving information unasked

Any further comments on the cases, the circuits or the process of the assessment…

Simulators seemed quite unsure at times. No challenge when candidate recommended referral?

Date: Wednesday 20.9.06

Name of Visitor: Chris Bevan

Cases observed during visit (please list by clinical context):
Respiratory, Social, Urological, Mental Health, Ophthalmology, Rheumatology and Risk Communication cases.
Processes observed during visit:

· Briefings – candidate
· Calibration exercises 

· Debriefings/feedback sessions 

Overall impression of assessment:

Very Impressive

What went well?

Discriminatory, face validity good.

What did not go so well?

Short break between cases (2 minutes inadequate) 

32 cases – too many to assess in one day!

Specific comments on the assessment:

Realistic representation of difficult clinical cases in general practice 

Suggestions for improvement:

Increased rotation of examiners!
Case Evaluation

Were the cases realistic?

Yes very!

Did the cases run smoothly?

Yes.
Did the case focus and marking schedule appear to be aligned?

Yes.
Could a good candidate shine in the cases you saw?
Yes.

Could this assessment distinguish between a failing (i.e. not competent to practice safely independently in British general practice) and a passing candidate? 
Yes.
How were the cases played by the role player?

· Your own opinions on this  

       Outstandingly impressive
· Standardisation issues

       Very reproducible performances 
Any further comments on the cases, the circuits or the process of the assessment……………

A ‘merit’ grade would be useful to identify excellent candidates and may inspire candidates to work harder to achieve distinctions.

Thanks for having us!

Name of Visitor: Michael Harris 

Cases observed during visit (please list by clinical context):
Social case, Urological, Sexual Health, Neurological, Dermatological, Respiratory, Opthalmological and Cardiac cases seen.
Processes observed during visit:

· Briefings – assessor
· Calibration exercises 

· Debriefings/feedback sessions 

Overall impression of assessment:

Well organised; excellent range of cases, superb role-players 

What went well?

High quality of role-playing

Written scenarios/marking schedules 

What did not go so well?

One consultation (domestic violence) needed a lot more than 10 minutes. Some sign of role player/assessor fatigue from doing too many identical consultations. 

Suggestions for improvement:

In the present MRCGP, the chance of getting a merit/distinction is a string driver for excellence on our Day Release exercise. Please ensure that nMRCGP also has merit/distinction grades
Collated by James Clark
7th November 2006
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